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L. 000 INITIAL COMMENTS L goo
. 1. Awritten PLAN OF CORRECTION is
STATE LICENSING SURVEY required for each deficiency listed on the
' Statement of Deficiencies.
The Washington State Depariment of Health
(DCH) in accordance with Washington 2. EACH plan of correction sfatement
Administrative Code (WAC), Chapter 246-322 must include the following:
Private Psychiatric and Alcoholism Hospitals
conducted this health and safety survey. The regulation number and/or the tag
number;
Onsite dates; 01/22/20 to 01/23/20
HOW the deficiency will be corrected,
Examination number: 2020-61 :
WHO is responsibie for making the
The survey was conducted by; correction;
Surveyor #3
Surveyor #4 WHAT will be done to prevent
Surveyor #10 reoceurrence and how you will monitor for
continued compliance; and
The Washington Fire Protection Bureau
conducted the fire life safety inspection on WHEN the correction will be completed.
01/28{20.
3. Your PLANS OF CORREGTION must
bs returned within 10
calendar days from the date you receive
the Statement of Deficiencies. Your Plans
of Comrection must be returned
electronically by February 21, 2020.
4. Return the REPORT elactronically with
the required signatures.
1. 315 322-035.1C POLICIES-TREATMENT L35
WAC 246-322-035 Policies and
Procedures. (1) The licensee shall
develop and implement the following
written policles and procedures
consistent with this chapter and
services provided: {c} Providing
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or arranging for the care and
treatment of patients;
This Washington Administrative Code is not met

" as evidenced by.

Based on observation, interview, record review,
and review of hospiltal policies and procedures,
the hospiltal failed to ensure staff provided a safe
environment for those identified as high risk for
suiclde (item #1) and failed to perform daily fall
risk assessments according to policy for 2 of 3
records review (Patient #301, #302) (Item #2).

Failure to ensure a safa environment and failure
to identify patients who are at high risk for falls
places patients at risk for serfous injury or death.

Findings included:
Item #1 - Suicide Precautions

1. Document review of the hospital's policy and
procedure titled, "Linens Management," Policy
#1001.10, iast revised 05/19, showed that to
ensure a safe environment, staff will limit access
to linens. For patients on Suicide Precautions
(5P) and their roommates, towels are to be
checked out for short-lerm use only and retumed.,
Staff will chack patient rooms housing SP
patients and ensure towels are returned. Staff are
to keep track of bed linens for patients and their
roommates managed under SP.

Document raview of the hospital's policy and
procedure titled, "Suicide Precautions," Policy
#1000.24, last revised 05/19, showed that staff
would provide close observalion, provide
intensive support, and conduct frequent
re-assessments for patients on suicide
precautions. The policy directs staff to use

L3156
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L 315| Continued From page 2 L35

profective measures to ensure the emotional and
physical welfare for these patients at all times. ;
Room searches are conducted daily or more
often as indicated to remove harmful or
contraband items.

2. On 01/22/20 at 8:45 AM, Surveyor #10
observad care on the patient care unit. Areview
of the dally census sheet showed that staff were
managing fourteen patients under suicide
precautions.

Surveyor #10 and the Director of Nursing {Staif
#1001) toured eight patient rooms. The
observation showed:

a, Patient room #826 - Both patients (Patient
#1001, #1002) in the room were on SP (Beds A
and B). The surveyar observed three dirty towels
near Bed A and one dirty towel near Bed B.

b. Patient room #828 - Both patients (Patient .
#1003, #1004} in the room were on 5P (Beds A
and B). The surveyor observed two laundry
baskets containing a scrub pants that presented
-a potential ligature risk.

3. On 01/22/20 at 9:00 AM, Surveyor #10
interviewed the Director of Nursing (Staff #1001)
who confirmed the excess linen,

ltem #2 - Daily Fall Risk Assessments

1. Document review of the hospital's policy and
pracedure titled, "Fall Risk Assessment and
Care," policy number 1000.19, last revised 01/19,
showed that a Registered Nurse (RN) will
complete the Edmonson Psychiatric Fall Risk
Assessment on all patients upon admission. If
upon assessment, the patient scores greater than
State Form 2567
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Continued From page 3

or equat to 80, the RN will initiate falls precautions
and add "falls risk" to the {reatment plan. The
review also showed that nurses will re-assess the
patient's risk for falls on a daily basis daily while
the patient is on falis precautions.

2. 0On 01/22/20 at 9:30 AM, Surveyor #3 and the
Director of Quality (Staff #301) reviewed the
medical record for Palient #301 who was
admitted on 12/07/19 for suicidal ideation and
disorganized thinking and behavior. The review
showed:

a. Upon admission, staff assessed the patient as
having low risk for falls.

b. On 12/12{19, the patient received a high fall
risk score of 80, due to undiractable, agitated
behaviar.

c. The review showed that on 12/13/19, staff
failed to perform a daily fall risk asssssment,

d. On 12/14/19, the palient suffered a fall and
then received a high fall risk score of 125.

e. The surveyor found no evidence that staff
performed a daily fall risk assessment from
12/15/19 through 12/17/19, a period of 3
consecutive days.

f. The surveyor found no evidence that staff
performed & daily fall risk assessment from
12M19/19 through 12/20/19, a period of 2
consecutive days despite previous assessmemnt
scores indicating the patient was a high fall risk,

g. The surveyor found no evidence that staff
performed a daily fal! risk assessment from -
01/02/20 through 01/05/20, a period of 4

L 315
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consecutive days despite previous assessment
scores indicating the patient was a high fall risk.

h. On 01/19/20, the patient suffered a fall. Stalf
failed to performed a dally fall risk assessment
between 01/19/20 threugh 01/21/20, a period of 3
consecltive days,

3. 0122120 at 3:45 PM, Surveyor #3 and the
Director of Quality {Staff #301) reviewed the
medical record for Patient #302 who was
involuntarily admitted on 11/23/19 for grave
disability. The review showed:

a, On 01/03/20, the palient suffered a fall and
was placed on fall risk precautions.

b. The surveyor found no evidence that staff : ,
performed a dally fali risk assessment for 5 out of
1 days between 01/09/20 and 01/19/20 despite
previous fall risk assessment scores indicating
the patient was a high fall rigk.

4, On 01/22/20 at 2:10 PM, Surveyor #3
interviewed the Director of Quality (Staff #301)
about performing daily fall risk assessments for
those patients identified as high risk. Staff #301
stated that any patient scoring 90 or greater
would have an Edmenson Psychiatric Fall Risk
Assessment performed daily. She confirmed that
staff faited to perfurmed the required daily fall risk
assessmients as reguired by policy for Patients
#301 and #302

L 3750 322-035.10 POLICIES-HOUSEKEEPING L 375

WAC 246-322-035 Policies and

Procedures. (1) The licensee shall

develop and implement the following %
<t

T Sy
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written policles and procadures

consistent with this chapter and

services provided: (o) Maintenance

and housekeeping functions, including
schedules;

This Washington Administrative Code is not met
as evidenced by:

Based on observation and interview, the hospital
staff failad o use an appropriate concentration of
sanitizing solution in cleaning patient sleeping
rooms.

Failure to use appropriate levels of disinfectant
for cleaning the pailents' sleeping rooms puls
patients and staff at risk of harm from infectious
diseases.

Findings included:

1. On 01/22/20 at 9:00 AM, Surveyor #4 observed
a member of the Environmental Services Stalf
{Staff #401) as she cleaned a patient sleeping
room. The surveyor used a chemical test strip to
determine the level of quaternary ammonium
disinfactant contained in the staff member's
cleaning bucket. The observation showed the
tevel of disinfectant was less than the minimum’
required amount for appropriate use.

2. On 01/22/20 at 9:20 AM, Surveyor #4 and Staff
#401 returned o the housekeeping closet and
used a chemical {est strip to check the level of
disinfectant being dispensed from the automated
chemical dispensing unit. The observation
showed minimal levels of disinfectant present in
the dispensed solution.

3. At the time of the observation, the contracted
vendor for the hospital's environmental cleaning

L.375
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supplies was onsite and corrected the
malfunction in the dispensing unit.

4. 0n (1722120 at 10:00 AM, Surveyor #4
interviewed the Facilities Manager { Staff #402)
about the staff knowledge of disinfsctants for use.
Staff #402 stated that environmental services
staff have the required chemical test strips and
are supposed to check the concentration of
disinfectants.

L 765] 322-100.3D INFECT CONTROL-MEETINGS L 785

WAC 246-322-100 infection Controf.
The licenses shall: {3) Designate an
infection controt committee, comprised
of the individual or individuals
assigned to manage the program and
multi-disciplinary representatives

from the professional staff, nursing
staff and administrative staff, to:

{d) Meet at regularly scheduled
intervals, at least quarteriy;

This Washington Administrative Code is not met
as evidenced by:

Based on interview and document review, the
hospital failed te maintain an active infection
contro! commitiee that met at least quarterly and
presented written reports of findings to identify
infection control risks and reduce the incidence of
infections within the facility.

Faifure to maintain an active infection control
commiftee and implement activities related to the
hosplital's current infection control risk

assessment puts patients, staff and visitors at risk i

of harm from exposure to communicable (%
Stale Form 2567
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diseases.

Findings included:

1. Document review of the hospital policy fitled,
“Surveiflance; Collecting, Analyzing, and
Reporting Data", last reviewed 12/19 showed that
the Infection Control Practitioner prepares an
analysis monthly that is presented to the Infection
Control Committee on a quarterly basis,

Document reviaw of the hospital's 2018 Infection
Contro] Commitiee meeting minutes binder
showed the binder confained only meeting
minutes for the months of Aprit and December.

2. On 01423720 beginning at 12:30 PM, Surveyors
#4 and #10 raviewed the hospital's infaction
controf program with the Infection Control
Practitioner (Staff #404). The surveyors asked the
staff member if there were any other meelings of
the Infection Control Committee other than those
available in the Infection Control Committes
Binder. Staff #404 stated there were not, since
there was a gap In meelings after the previous
infaction Contro! Practitioner resigned.

1065} 322-170.2E TREATMENT PLAN-COMPREHENS L1065

WAC 246-322-170 Patient Care
Sarvices. (2) The licensee shall
provide medical supervision and
treatment, transfer, and discharge
planning for each patient admitted or
refained, including but not

limited to: (&) A comprehensive
treatment plan developed within
seventy-two hours following admission:
(i) Developed by a multi-disciplinary

State Form 2567
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trealment team with input, when
appropriate, by the patient, family,

and other agencies; (i) Reviewed and
maodified by a mental health
professional as indicated by the
patient's clinical conditicn; (i)
Interpreted to staff, patient, and,

when possible and appropriate, to
family;, and (iv) Implemented by
persons designated in the plan;

This Washington Administrative Code is not met
as evidenced by:

Based on record review and review of hospital
policy and procedures, the hospital staff failed to
develop, initiate, and update care plans for 2 of 4
racords reviewed (Patient #301, #303).

Faiture to develop care plans to address patient
care prablems risks patient safety and delays in
treatment.

Findings included;

1. Dacument review of the hospital's policy and
procedure titled, "Fall Risk Assessment and
Care," policy number 1000.19, last revised 01/19,
showed that a Registered Nurse (RN) will
complete a Edmonson Psychialric Fall Risk
Assessment on all patients upon admission. If
the patient scores greater than or equal to 90, the
RN will initlate Falls Precautions and a Fall Risk
Treatment Plan. The plan will address
interventions used to prevent falls while
hospitalized. Should a patient fall during thelr
hospitalization, the RN will initiate or update the
Fall Risk Individual Treatment plan and
associated interventions as appropriate.

2. On 01/22/20 at 9:30 AM, Surveyor #3 and the

bz
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Director of Quality (Staff #301) reviewed the
medical record for Pationt #301 who was
admitted on 12/07/18 for suicidal ideation and
disorganized thinking and behavior. The review
showed:

a, Upon admission, staff assessed the patlent as
having low risk for falls.

b. On 12112119, the patient received a high fall
risk score of 90, due to undirectable, agitated
hehavior.

¢. On 12/14/19, the patient suffered a fall and was
assessed as high risk (score of 125). The
surveyor found no evidence that a Fall Risk
Treatment plan was initiated.

d. On 01/19/20, the patient suffered a fall and
then recelved a high fall risk score of 125. The
surveyor found no evidence that a Fali Risk
Treatment plan was initiated.

e. On 01/22/20, the patient suffered a fall. The
surveyor found no evidence that a Fall Risk
Treatment plan was initiated.

3. 01/22120 at 3:25 PM, Surveyor #3 and the
Director of Quality {Staff #301) reviewed the
medical record for Patlent #303 who was
admitted on 01/18/20 for suicide ideation and
auditory hallucinations. The review showed:

a. The patient was assessed as a high risk for fall
risk upon admission,

b. Surveyor #3 found no evidence that the
patient's risk for falls was added to the treatment
plan at the time of admission.

ez
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4, On 01/22/20 at 3:45 PM, Surveyor #3
interviewed the Director of Quality {Staff #301)
about documenting a fall risk problem on the
treatment plan for those patients identified as
high risk. Staff #301 stated that the hospital had a
pre-printed fall risk treatment plan which should
be implemsnted for any patient scoring 90 or
greater on the Edmonson Psychiatric Fall Risk
Assessment or had suffered a fall. She
confimed the findings that staff failed to add a
“fall risk” problem to the treatment plan as
required by policy.

1
L1265] 322-200.3F RECORDS-OBSERVATIONS L1265

WAC 246-322-200 Clinical Records. (3)

The iicensee shall ensure prompt entry

and filing of the following data inte

the clinical record for each period a

patient receives inpatient or

oulpatient services: (f) Significant

observations and events in the

patlent's clinfcal treatment,

This Washington Administrative Code is not met
as evidenced by;

Based on interview, medical record review, and
review of hospital policies and procedures, the
hospital staff faited to enter significant
physician-ordered observation levels for 2 of 7
medical records reviewed (Patient #1004, #1005).

Failure to enter and follow ordered level of
observations can lead to unsalfe patient care
through non-compliance with physician orders, or
with prescribed protocols regarding levels of
observation.

Findings included: % :

Stata Form 2567 “
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1. Document review of the hospital's policy titled,
"Lave! of Observation Orders,” last revised 05/19,
showed that all patients will be closely observed
in compliance with provider orders and prescribed
protocols. Upen admission, the physiclan will
order one of three levels of observation orin a
patient's change of condition: 1) every 15 minute
checks; 2) 5 minute checks, or 3) 1:1 observation
{one staff member dedicated to observe one .
patient). Staff will complete the patient
observation record as rounds are being made,
using the coding system described on the record
for patlent activities. Staff will be vigilant for
potential risk factors identified for specific patients
(safely lavel- unit restrictions, cafeteria privileges,
ete., observation level- every 15 minutes, 1:1, or
precauiions - suicide, elopement, fall, sexual
aggression, ete.

2. On 01/22/20, Surveyor #10 reviewed seven
inpatient medical records. The review showed:

a. Patient #1004 is a 58 year-old patient who was
admitted following an attempted suicide by
ingestion of prescription pilis. The freatment plan
for the patient's initial psychiatric evaluation
included a medical evaluation, monitor for
self-injury/violent behavior, paricipation in
individualigroup therapies and monitored
medication therapy. The plan also included
monitoring for the patient's safety. The physician
ordered her potential risk factor to be managed
under suicidal precautions, plus unit restrictions
and cbservations to be done every fifteen
minutes.

Review of the initial observalion flowshest dated
01/17/20, did not indicate or ldentify that the
patient was under unit restrictions (safely level). \
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The review also showed the same indication on
the patient's flowsheets for inpatient days 2
through 5.

b. Patient #1005 is a 64 year-old patient who was
admitted after displaying behavior consistent with
active suicidal ideafion. She planned to overdose
on her prescriptions, Records also showed the
patient has a history of diabetes, hypertension,
and thyrold disease. The treatment plan for the
patient's initial psychiatric evaluation included a
medicat evaluation, monitoring for
self-injuryfviolent behavior, participation in
individualfgroup therapies, and monitored
medication therapy. The plan also included
monitoring for the patient's safety. The physician
ordered her potential risk factor to be managed
under suicidal precautions, plus unit restrictions
and observations to be done svery fiteen
minutes. The review of the patient's suicide
screening showsd that the patient was at high
risk for suicide ldeation.

Review of Patient's #1005 initial flowsheet
showed that the sheet did not include a date, plus
did not indicate (not marked or entered) a safety
leval {unit restrictions), observation level (every
15 minutes), or precautions identified (suicide).
Review of flowsheets for inpatient day 1 and day
2 showed that the safety level was not marked or
enfered for both days.

3. On 01/22/20 at 2:00 PM, Surveyor #10 and the
Chief Nursing Officer (Staff #1001) reviewed the
flowsheets and confirmed the incomplete
documentation.

L1265
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WAC 246-322-230 Food and Dietary

Services. The licensee shall: (1)

Comply with chapters 246-215 and

246-217 WAL, food service;

This Washingten Administrative Code is not met
as evidenced by:

Based on document review and interview,
hospital dietary staff failed to coo! cooked
potentially hazardous foods in a manner that
maintained compliance with the Washington
State Retail Food Code.

Failure to cool cooked polentially hazardous
foods in a manner that limits the potential for
hacterial growth puts patiants at risk of hamm from
food-borne Hilness.

Findings included:

1. On 01722120 betwesn 10:05 and 11:15 AM,
Surveyor #4 toured the dietary department that
providas food service to the hospital patients.
Document review of the department's log titled,
"HACGCP Cooling Log, TimefTemperature Log for
Potentially Hazardous Food," showed incomplele
information for the following items:

a. On 01/17/20, Stroganoff- No recorded ¢
temperatures for temperatures after 2 hours and
after 6 hours

b. On 01/20/20, Carrot Salad- No recorded
temperatures for temperatures after 2 hours and
after 6 hours

c. On 01720120, Sweet Potatoes- No recorded 4
temperatures for temperatures after 2 hours and -~
State Form 2567 il | Z
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after 6 hours

d. On 01/21/20, Herbed Chicken- No recorded
temperatures for temperatures after 2 hours and
after 8 hours

2. At the time of the document review, Surveyor
#4 interviewed the Dietary Manager (Staff #403)
about the missing information. Staff #403 stated
that staff shouid have documented the
ternperatures to complete the logs.

Refarence: WAG 246-215-03515

-
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L315 322-035.1C POLICIES- Item #1 — Suicide Precautions [tem #1: <
TREATMENT
WAC 246-322-035 The following policies were reviewed by Chief 3/26/20 Compliance with the < 90%
Policies and Clinical Leadership with no revisions required | Nursing Suicide Precautions and
Procedures at this time: Officer and Linens Management and
e Suicide Precautions: PC 1000.24 Monroe policies will be monitored
e Linens Management: PC 1001.10 Program by the Charge Nurses on
All Nursing staff, to include Program Manager each unit via rounding at a

Specialists, CNAs, LPNs and RNs, were
retrained, in person at staff meetings and
individually for those unable to attend, to the
Suicide Precautions and Linens Management
policies. All staff signed an attestation
verifying their understanding and commitment
to following each aforementioned policy and
procedure.

Focus of the training included:

e The requirement that staff ensure that
patients on Suicide Precautions and
their roommates do not have access
to excess linens, such as towels,
blankets or scrubs.

e Limiting distribution of linens to
patients on Suicide Precautions and
their roommates.

e Distribution will be no more than
three towels, one top sheet, one

minimum of twice per
shift, ongoing. Nursing
Leadership will audit the
documentation weekly to
ensure Charge Nurses are
in compliance with these
expectations.

The CNO and/or designee
will confirm compliance with
this plan of correction by
daily reporting in the FLASH
meeting the status of linen
checks and compliance with
the Linens Management
policy. All deficiencies are
corrected immediately to
include staff retraining and
disciplinary action as
needed.
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